Oral & Maxillofacial

Surgery Associates
Pensacola, Florida

Mazrk. S, Greskovich, D.M.D.
Kevin C. Dean, D.M.D., M.D.

DR. GENERAL INFORMATION
PLEASE PRINT AND ANSWER EACH QUESTION (FOR THE PATIENT) Date:
First Name: Middle: Last:
Sex: O Male Q3 Female |Date of Birth: Age: Social Security No.:
Please Check One: Ul Married [ Single CdWidowed U Divorced O Student
Patient’s Address: City: State: Zip:
Home Telephone No: ( ) Cell Phone No. ( )
Patient’s Occupation: Employer:
Employer’s Address: Phone:
Dentist; Physician: Referred by:
Who will be responsible for this account? Birthdate:
Address: City: State: WZip:
Responsible party's Social Security No. Relation to patient: Phone;
First name of Spouse: Name of Employer:
If patientis 2 Minor, first name of Mother: First name of Father:

ACCIDENT? UlYes OINo Ifso, Date of Injury:

OnJobinjury: QYes TINo

If Attorney involved, Name:
1- INSURANCE COMPANY (PRIMARY):
Name of Company:

Phone:

Does your plan cover: L Dental O Medical O Both

Insured’s Name: Birthdate: Patient's Relation to Insured: () Self (L Spouse O Child 0 Other
Address of Insurance Co.: City: State: Zip:

Insurance Company’s Phone No.: ( ) Palicy No. Group No.

Ifinsurance is through employer, give the following information:

Employer’'s Name: Occupation;

-| Employer's Address;

2- INSURANCE COMPANY (SECONDARY):

Zip:

Name of Company: Does your plan cover: (. Dental LJ Medical O Both
Insured’s Name: Birthdate: Patient’s Relation toInsured: (J Self (O Spouse L Child 0 Other
Address of Insurance Co. City: State: Zip:

Insurance Company’s Phone No.: ( ) Policy No. Group No.

It insurance is through employer, give the following information:

Employer’'s Name: Occupation:

Employer’s Address: City: State: Zip:

PLEASE COMPLETE THE MEDICAL HISTORY ON THE FOLLOWING 2 PAGES



PLEASE CHECK OR INSERT THE CORRECT ANSWER TO THE FOLLOWING QUESTIONS.

ALL WILL BE HELD CONFIDENTIAL.

1. Have you or anyane in your immediate family been a patient of Dr. M. Greskovich, Dr. K. Dean, :previously? OYes QO No
If so, please give name of patient: Approximate year when_seen:

2. Name of Relative (with whom patient does not reside): Relationship:

Address: ' Phone:-

Name of Friend: Phone:

3. Describe your present problem:

4. When did symptoms first occur?

5. If an accident, please describe:

6. Have you had or have you now any of the following diseases or problems? YES
(2) MeaSIEs, MUMPS, OF CRICKEN POX ..ivcoresecsruvrrressssssesssssssssssssssssssssessesesssesssssssessesesssesssssssessssssssssssasssssssssesssssssoss Q
(b) Rheumatic fever, or Mitral VAIVE ProlapSE .............ocueeeeriveiesmisssie s seessesssssessesossesesstesssossesssssssessssssssssssssssosssess a
(c) Congenital heart IeSIONS OF NBAM MUIMUIS .......cc.ccicveveiniee e seessssesssssssssesesssessessosssstsssssssesssssssesessessens Q
(d) Cardiovascular disease (heart disease, heart attack, coronary occlusion, coronary insufficiency,
high blood pressure, stroke, arteriosclerosis, Shortness of Breath)...........c..ecieevresesssseessessesssssssessssesnes Q
(¢) Respiratory illnesses, COPD, Sleep Apnea, TUDerculosiS, ASTNMA .......c..eoreveeereecerossersesssssssessesssssssessassees d
(f) Implants placed anywhere in your body (heart valve, hip, KNEe, 81C.) ..........couurreruieveeseenreeerssemsesesssssssesesssseses Q
(9) Diabetes (SUGAriNthe DIOOY .........ccvvrmriruisinrisinssssssss s ssssssssssassssesssssssesesssssesssesssnessessssssesssessessssessssnees Q
(h) Hepatitis A or B, JAUNICE OF IVEF QISBASE.........evvcververcecreeseserseesseeseseessssesssessessessss s sessiessessesssssssesssssnesnes (]
() Kidney disease or freqUENt INFECHONS ..........eveieiiiiiisesisesscss it resesseesee s asssessssessssssesesssesssesssssssssensesens Q
() Inflammatory rheumatism (painful, SWollen JOINES, AMNIIS) ... e seesessseessssesessessessessasseasess Q
(k)  AIEIGIES, NAYFEVEL ..........cnreveeesmsssessssssscessesssesseseeesesesesssessessesssssesesesessssasssessesssssessssssssssssssoeesessssesseeeeeese s sses a
() Seizures, Epilepsy, ADD/ADHD, Autism, Cerebral Palsy, ASperger's SYNarome............oocoeermmsrsssseseenes Q
(M) STDS oovrreersrrersressssessssssssssssssssss s asssss s tss st s s s SSSs AR RSB st neenene e SR U
(n) Abnormal bleeding with previous surgery, extractions, tralma ... e esesseeseones Q
{) Acquired immune Deficiency Syndrome (A.1.D.S.) or A.1.D.S.-Related DISASE.......c.o.ruweeerrereererersssresmeereenees Q
(p) Have you ever sought professional care for drug abuse, alcoholism, or emotional disorders? ..., Q
{q) Wicit or'r.ecreational use of drugs (e.g. cocaine, illegal narcotics, sieeping pills, e1C.) e O
(N Others . ' ' Q
7. Have you ever been hospitalized or had a serious iliness, accident or operation? Q
If so, please list with date:
Date Hospital Problem
8. Have you had surgery, radiation or chemotherapy for cancer, tUmors, growthS? ............oveeeeeeereeesenmsrossesssesssesens Q
9. Any type of eye surgery Within the Past 8 WEEKS? .........cwueueiivsiieiiseessesseeeeesessessesesssssessssssssessssesssssssssssssssssssns Q
10. Have you had general anesthesia for SUIGEIY? .........curiurveeessessnessssseseeessssesaserasssesssssesscosssessasesessssossssesssosane a
11. Is there a history of diabetes, coronary disease, cancer or tuberculosis in your immediate family?..................... Q
12. Amountofsmokingperday et eeen s ere st ners et Q
13. Amountofalcohol perday ettt eer e se st st eaos s ‘ Q
14, Are YOU INGOOM NBAIMNT .......couivrrcereisiss e s assest st st e ss s s sras s st e e s s e s e sas s e e een s ens e Q
Date of last physical examination:
Are you presently under the are of @ PhYSICIANT.......puricminrerseie i seses s esesesessesasssesssssessss e ressans Q
If so, what condition is being treated?
15, Have you had or do You NOW have NIVES OF SKIN FASH? ....v..ceeeeeeereeee e eeeeesseseesesssssssssesssssesssssssssessssesessssesssesens a
16. Do you now have a cold or have you had one within the past WEek? .........eveeeveeeerererconecesssenns e —— Q
() Do youi have chronic sore throats, SINUS troubIe, ArachESs? ... seesetessssessesesesseseses a
17. DO you have glauComMa (BYE QISEASE)?............cc.cveeenescinsssisiessisssesisssssssssssessesesessoseeseesessssssssssesssssssssessssssesssassssassseen Q
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YES NO

18. Do you have shortness of breath, chest pain, ankle swelling or require extra pillows when you sleep?............... Q a
19. Do you have any blood disorders (anemia, 8tC.)7.........ccuviimmenmmmmansn. Q |
20. Iffemale, are you pregnant?.................. ettt s AR eeesesesssssins i Qg Q
(a) Are your periods regular with NOrMal foW?..............uwsssmmsssmsmsismmssssssnsessanns TS S - =2 d

21, DO YOU FRINE BASHY? .1vvvre1evrresssiessesesesssssessssssassssesssssssssss 5828102488518 k1 Q 4
22, Have you ever had popping or clicking of j Jaw joint, pain near the ear, difficulty opemng MOUth? .o Q ||
23. DO YOU GriNd OF CIBNCH YOUI tEEHNT ............occurmsusssssssssssssssssssmssmsssmisssssssssssssssssssssssssssssssssssssssssssssssssssssass Q Q

24, Are you allergic to or have reacted adversely

to any of the following: YES NO Please list other medications you are allergic to:
(@) Localanesthetics (e.g. Novacain) ........cc.ueeennnins g Q
(b) Penicillin or other antDIOIES ... .eerevereerreererrecrenens g Q
IV 1T S e sssase e Q Q
(d) Antidepressants, tranquilizers (sleeping pills) ...... Q Q
(€) Aspirin, COAEING OF AEMEIOL.....ccrrurmrrresrersrsereeesserere Q 4
(f)  10dINE i e Q |
(@) Any other medicines you are allergicto ................. Q g
(M) LatX. e ersessssssnnsesesssseneaes 0 Q
25. Are you taking any of the following? YES NO Please list all current medications:
(@) ANtibIOticS OF SUIA AIUGS .....r.eveereeereeeseeesesrecenees Q 4
(b} Anticoagulants (aspirin, coumadin) ..........ccercererns Q a
(c) Medicine for high blood Pressure ..o O a
(d) Tranquilizers, antidepressants.............cocccvivnnunn. Q a
(e) Cortisone (steroids)............... TR Q a
(f) Insulin, Tolbutamide, Orinase, Others.......c.oem... g Q
(@) Medicine for SEIZUIeS........ccccorvvrrreevrireeriereiesenses a
(h) Digitalis (heart medicine) Q
(i) Nitroglycerin .....covvrrrecrrennnn. Q
() Birth CONIOl PillS ovvvessssssevsverssssssssssesssssssssssssssasasres Q
(k) Diet Pills (Phentermine, etc.) ..........ccoouurrursrnsmsmsneens O a
{) Herbal medications (echinacea, garlic, .......c........ Q Q
ginseng, ginko, kava, ephedra)
(M) MEAAONE ..vvvverriesiceressnseesresssssee s sessesessssssssansies g
(N) ANy Other MEdICINES .......umererveeissesessssssssssssssssesnnns Q
(0) Osteoporosis/Bisphosphonates a
U Fosamax (dBoniva (Reclast O Actonel
U idronel  QsSkelid JAredia [ Zometa YES NO
28. Have you had fiuid or foods within the past FEW hOUIS?...........ccrcrrerre s sttt eresvens
29. Do you have any disease, condition or problem, not listed above, that we should know about or do you have...... aa

anything you need to speak privately to the doctor about? If so, please explain:

I understand the information | provide on this form is essential to determine my dental needs and the provision of treatment and that if any change occurs in my
health, { will report it to the office as soon as possible. | have read and understand these questions and answered them all truthfully and to the best of my ability and
| have had the opportunity to discuss my health history with the doctor.

lunderstand that may be prescribed a narcotic or sedative medication as part ofthe treatment program for managing my pain. | realize that these medications have
potentially serious side effects, including: sedation or drowsiness, confused thinking, possible tolerance, possible addiction.

While taking these medications, | have been told that | should: avoid the use of alcohol, avoid driving or operating hazardous machinery and not make important
decisions or sign legal contracts.

| hereby state that lunderstand the above medical history questionnaire and grant authority to Dr. Mark S. Greskovich, Dr. Kevin C. Dean, .

., and/or the doctors in charge of the care of this patient whose name appears above to administer such anesthetics, to perform such aperations,
ana to take such radiographs, as may be deemed necessary or advisable in the diagnosis and treatment of this patient. | also agree | am responsible for payment
ofthis account.

I will be payingtoday by: O CASH QICHECK QO CREDITCARD
SIGNATURE OF PATIENT OR NEAREST RELATIVE RELATIONSHIP TO PATIENT DATE

DR’s INITIALS OR SIGNATURE
{to ensure form property reviewed)




O.M.F.S. CONSULT

NAME | DATE
22 REQUESTING CONSULTATION | Anesthesia Units 01 02 03 04
HPI Himurmurbx | SBE | TYmpactions: Difficult Full
: + / - + / - | Partial Tissue
ll:g{-IHx |  Deciduous tooth/crown
X .
ALLERGIES : Extraction or exposed root
I
MEDS | Surg. Rem. Erupted
— s Anxiety wifaiture of N2O———— ||
— [ oManmagement & behaviorissues | |
ROS T 3 yTs. Or 1esSs W/ exXiensive ix |
o Infection/cellulitis/abscess present | Res.Roots [ISx.
| Alveo 4+ ext/spaces [UR| UL 1-3 ext/spaces
P.E.- EXTRAORAL: | Wiout 4+ spaces LR|LL 1-3 spaces
| Osteoma [0 Maxillary O Mandibular
| Cyst/Tumor > <125
INTRAORAL: | Lesion O Simple O Complex
| RCT-Apico 0O 1 root 02 roots O3 roots
i I Frenuloplasty Frenectomy
I Exposure w/attachment
I I&D 0O Intraoral / O Extraoral
RADIOGRAPH: : Biopsy D Exc/ D Inc D Soft Tissue / D Bone
| Implants O Immediate / [J Delay
DIAGNOSIS: |
I
| Graft
| Fractare
RECOMMENDED TX: | Hospital Call
l Laceration
|  Orthotic (splint)
| Laser Fee ‘Impressions
I mc KD JC TS | 10 min.
: 20 min.
RISKS EXPLAINED: PERM. NLTC/LT/ OAFISTULA __ | 30 min.
| oG 40 min.
| 50 min.
3IDCT -
EXAM TIME: | 60 min.
1, Amoxicillin ......coveeeeeieereniennns 500mg. .o H21 s tid 17. Tylenol Elixir w/Codeine ......... 100CC rverereeereeerriraerrenns 5c¢cq3-4 hpm pain
2. Amoxicillin .......... [ 12 grams (4 tabs) .................. P.0. one hour prior 18. Hydrocodong ........ueieenee 75mg ... #20IRefill#____ ..q4 hpm pain
3. Amoxicillin .......ccocrverevnrrnnnn, 250mg. .o, -2 tid 19. Hydrocodone elixir .....2.5mg/ 5¢cc ........... 200¢ccC ..ot 10cc q 34 h pm pain
4, Amoxicillin Elixir ............ 250 mg/5¢c. ........ LU T 5c¢c tid 20. Demerol .......cccevvrecerereerernns 50 Mg o #H20 e «- 1poq 6 pm pain
5. Amoxiciffin Elixir ............ 125 mg/Sece. ......... 150 cC. e Sce tid 21. Dilaudid .......ocrvrerrenveriireninnns AMG corrrrrrirens #H20 e .. Tpoq6 pm pain
6. Keflex .o, 500mg. .oovrrriirns H28 oererrrerrerens gid 22. Promethazine..........cooveeenn. 25mg..eccrees ¥ tab po g6 pm nauseaivomiting
7. PenVK....ieereereconeernninn, 500mg. ....cornreeeene #28.....o. T tab qid 23. Zofran . q6hpm nauseaivomiting
8. Doxycycline .....coouvecennnen, 100mg. ..o -3 U S bid 24. Flexeril ) tid
9. ZIthromax ........cceeevermmnenrrerns 250MQ. ceovereeineeeerseeens As directed 25. XANAX ...ovveenremrernrenenensennns 1.0MG e # qhs-gAM
10. CleoCin .....cccouiverreerveecrennennns 150 Mg, .oovevrereenne 7.3 tid 26. Percocet ............... 7.5mg/325mg ..covrrirennnas #24 ... q 4-6 h prn pain
1. Cleocin ....... [1600mg (4 tabs) .......r.uece. P.O. one hour prior 27. Peridex # Y2 0z tid
12. Cleocin Elixir .. w75 Mg/5cec. ... 200 cc. bottle ......10¢cc tid 28. Dexamethasone Elixir ........ 0.5mg/5¢c/300GC .....ovnnirnn. ... 10cc swish/spit bid
13, Flagyl e 500 mg. ...ooeee. - S, tid 29. Dexamethasone DOSe PACK .........c.ceeeeeeceiemsnessseseemssnsssesseaseens as directed
14, Augmentin ........ceeeenerennsnns YY1« R—— -3 1 S bid 30. Motrin ..o 600mg ....cooerreeee #30 e q 6 h pm pain
15. Tramadol ........ccocevernncen 50 Mg. cverveeernn #20 ........ Tq6hpm pain 31. Nystatin.... 100,000 units/ML, 280ML 5ML.......... p.o. swish 5 minutes & spit gid
16. Tylenol #3 w/Codeine ................. #H20 s q4-6 h pm pain 32. Ultracet ..o 37.5/325mg.cccvrrvenrrrens 22— T-TTq6 hpm pain
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